Coronary calcification is intimal in site and occurs in advanced atheromatous lesions. Its identification during life by using image intensification and-cinefluoroscopy can prove valuable in middle age in demonstrating atherosclerotic coronary artery disease. This cannot, of course, be equated with ischemic heart disease, but the presence of coronary calcification does mean that atypical symptoms are more likely than not to be due to myocardial ischemia, particularly in young adults.
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A number of reportsl-5 indicate that, with correct positioning of the patient and with attention to fluoroscopic technic, coronary calcification is not difficult to detect. The radiologic technic has the virtues of being quick to conduct, having a minimal radiation hazard, and being available in most hospitals and large clinics.
Closed circuit television fluoroscopy is essential for detecting early coronary calcification, as by this technic the contrast level of the image can be varied to allow minute calcified flicks to be seen.
Fluoroscopy is performed in the posteroanterior position (with a 100 turn to the left), the beam is coned to a 5 by 5-cm size, and it is localized over the left border of the heart below the pulmonary artery. Rotation of the subject to the left oblique position allows the anterior descending and circumflex branches to be seen, and it must be emphasized that the same strict coning of the beam must be used if the telltale movement of the calcified vessel is to be recognized.
There are technical difficulties in detecting all calcified lesions, since lesions smaller than 0.3 cm in diameter cannot be seen,5 and obesity or a thick chest wall reduces fluoroscopic definition.
In persons under the age of 55 years, calcification in a coronary artery is three times more common in men with known ischemic heart disease and five times more common in Circulation, Volume XLII, December 1970 women than in comparable controls.4 Coronary calcification is most common in patients with coexistent hypertension, but no more common in patients with ischemic heart disease who have coexistent hypercholesterolemia than in those who do not. The extent of coronary artery calcification increases with advancing age, and its detection in older age groups is therefore of less diagnostic interest than in younger adults.
Calcification is most commonly found in the main left and in the left anterior descending coronary arteries.4 6 Calcified lesions usually indicate the presence of stenosis and occlusion,7' 8 and autopsy findings6 showing that the prevalences of ischemic myocardial lesions and of stenotic arterial lesions are considerably increased when 10% or more of the surface of any branch of the coronary arteries is calcified. Sometimes calcification can occur in advanced age without significant minimal narrowing, and very occasionally may also involve the media. A single atheromatous lesion is an uncommon finding, and it is safe tON assume that the presence of calcification iIAicates fairly extensive atherosclerotic involvement of the coronary tree.
When the cause of chest pain is in doubt and myocardial ischemia is a possible explanation, a search by fluoroscopy for the presence of coronary artery calcification may be a rewarding part of the cardiac assessment in patients under the age of 55 years. The wider use of this simple technic could also obviate the need for some coronary angiograms. The finding of coronary calcification in early and middle age indicates the presence of extensive disease with minimal narrowing and a coronary angiogram, which is not without hazard, may be an unnecessary, inconvenient, and expensive procedure unless surgical revascularization is being considered.
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